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Abstract 
The purpose of this study was to determine the incidence of adult children 
of alcoholics (ACOA) among the students and faculty in a Midwestern diploma 
school of nursing. The sample included 201 students and 17 members of the 
faculty. 
The instrument used was the Children of Alcoholics Screening Test 
(C.A.S.T.) (Jones, 1981). A questionnaire to elicit demographic and self-report 
data regarding the participant's marital starus, drinking patterns and level of 
concern over personal drinking behavior was also administered. 
Analysis indicated 23% of the overall sample were ACOA and 8% were 
children of problem drinkers. In the student sample, 23% were ACOA and 8% 
were children of problem drinkers; 29% of the faculty were ACOA and 6% were 
children of problem drinkers. The total C.A.S.T. (Jones, 1981) score was 
significantly greater in those subjects who identified either parent as alcoholic. 
Married subjects were significantly more concerned (p =.04) about personal 
drinking patterns than were single or divorced subjects. There was also 
significantly greater concern about personal drinking patterns when a father was 
identified as alcoholic in the overall and faculty groups (p =.03). Limitations of 
the study and recommendations for further research conclude the discussion. 
CHAPTER ONE 
Introduction 
Backmound 
The use of alcohol is widespread in our society. Some people believe that 
better living can be instantly achieved through chemicals. For many individuals, 
stress and anxiety are the emotional prices paid for career success in an upwardly 
mobile and competitive society. As economic, social and personal pressures 
increase, many individuals attempt to reduce internal discomfort by drinking 
alcohol. Some people are able to use alcohol without any problems (Harmsen, 
1984), but for many individuals an indulgence in alcohol can lead to a 
psychological dependence and a physiological addiction to alcohol. This is the 
disease of alcoholism and the individual is termed an alcoholic (Black, 198 1). 
Alcoholism is one of the most widespread, destructive and costly health 
problems in the country today. As early as 1974, alcoholism, directly or 
indirectly, affected the lives of 36 million Americans (Sloboda, 1974). Today, in  
a typical American community, one in six families is affected by alcoholism 
(BIack, 1981). It  is impossible to estimate the cost of alcoholism in the human 
suffering that results from divorce, deserted families and psychological problems 
commonly found in the children of alcoholic parents (Sloboda, 1974). 
Alcoholism is a disease of unknown origin that affects people in all walks 
of life: housewives, television stars, clergy, physicians, nurses, astronauts and 
even children. Alcoholism has no known cure, but is treatable. An average 
alcoholic is a man or woman with a family, job and responsibilities. Only 3% to 
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5% of people with alcoholism are represented by the stereotyped "Skid Row" 
drinker (Black, 198 1). 
There is no specific behavior typical of an alcoholic. Some alcoholics drink 
daily, others in episodic patterns; some have long intervals between drinking 
episodes, and others drink constantly; some alcoholics drink enormous quantities, 
and others do not; some alcoholics drink beer, others wine or whiskey, while 
others may drink a wide variety of alcoholic beverages. Alcoholics are people 
who are unable to controt their drinking with any predictability, or whose 
drinking causes problems in major areas of their lives (Black, 1981). Alcoholism 
is a disease process that is characterized by repetitive abusive drinking, 
personality changes while drinking and a process that affects the entire family 
system (Bingham & Barger, 1985). 
In  the media, plays, jokes and cartoons, drinking is portrayed as humorous. 
However, in real life, excessive drinking is tragic, People who are intoxicated are 
generally not funny, but rather are pathetic, hghtening, and deceitful. An 
alcoholic may not lie about anything else, but will always deny that there is any 
problem with alcohol. An alcoholic's drinking becomes the family secret, and the 
children learn at a young age to conceal the parent's drinking (Wegscheider- 
Cruse, 1989). 
The deteriorating condition of the chemically dependent person is ciostly 
intertwined with what happens to the other family members. Therefore, the 
process of chemical dependency from the first experimental use to physical 
addiction has been described (Wegscheider-Cruse, 1989). 
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All drinking starts out as social drinking. If the individual discovers that 
the chemical can change how he or she feels, the individual may take a drink the 
next time a change of mood is wanted. These early experiences with alcohol are 
the beginning of a lifetime pattern of "social drinking" (Wegscheider-Cruse, 
1989). 
Ultimately, the individual may move from "learning" the effects of 
alcohol to "seeking" them whenever a change of mood is desired. Although the 
individual may drink to the point of intoxication, this is still considered social 
drinking. As time passes, the drinker may begin to consume larger quantities of 
alcohol and at more frequent intervals. While the mind is enjoying euphoria, the 
body is slowly adapting its chemistry, and the individual needs more alcohol to 
get the same effect, which is known as "tolerance." Tolerance may be an early 
warning sign of serious difficulty (Wegscheider-Cruse, 1989). 
A later, more serious warning sign is the beginning of "blackouts." 
Blackouts are a chemically induced form of amnesia that occur with regular, 
heavy use of aEcohol or other mood altering drugs. During a blackout the 
individual may talk and act normally, does not lose consciousness and may not 
appear intoxicated. At first, blackouts may last only a minute or two, but as 
dependency develops, entire evenings or longer time periods can be lost. As the 
disease makes headway, blackouts can last for two or three weeks (Wegscheider- 
Cruse, 1989). 
With the onset of blackouts, the drinker is believed to be "dependent." 
Once dependency has set in, drinking becomes a need. Dependency, however, is 
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still considered to be psychological. The person begins to be preoccupied with 
alcohol, sneaks drinks and uses time and money that may be needed for the 
family to buy alcohol. Drinking now causes family problems and the drinker 
begins to feel guilty and experiences a decrease in self-worth. Alcohol no longer 
makes the drinker feel "high" and the person drinks just to feel normal 
(Wegscheider-Cruse, 1989). 
The next critical event is the loss of control over the ability to stop drinking 
after one drink. This is the beginning of the "addictive" phase, and people 
around the person become concerned, hurt and angry. The person may try to quit 
drinking, and may even stop for a short time, but usually ends up drinking again. 
This causes the drinker pain, and the drinker counteracts with the defenses of 
denial, avoiding, blaming, threatening, boasting, and making excuses. This 
behavior pattern, however, only causes more pain and a cycle of drinking and 
defensive activity begins (Wegscheider-Cruse, 1989). 
The downward spiral of dependency and addiction continues. The 
drinker's life revolves more and more around alcohol, even leading to hoarding 
and hiding alcohol. Most of the individual's friends are lost, and the individual 
Ioses any remaining interest in outside activities. The person generally can't 
work and drinking is no longer a matter of choice, but of need (Wegscheider- 
Cruse, 1989). 
Prolonged, heavy drinking also affects the drinker's body. The drinker 
becomes physically addicted, and experiences symptoms of convulsions, 
hallucinations, delusions, delirium and tremors when not consuming alcohol. At 
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this stage, the person continually looks for a drink, and drinks most of the day. 
Life as usual is no longer possible; maintaining an addiction becomes a full-time 
job. The person has lost everything, and is left with nothing but the pain 
(Wegscheider-Cruse, 1989). 
Everyone whose life touches the alcoholic is in one way or another 
influenced by the disease, but the direct consequences of alcoholism fall on the 
members of the immediate family. The family cannot easily leave the person 
whose life is disrupted by drinking, so the individuals stay and adapt. There is, 
however, no healthy way to adapt to alcoholism. During the early years, when 
the person drinks socially, the family may experience occasional episodes of 
embarrassment or quarrels over the drinking behavior. As the dependent drinker 
spends less time at home, the family begins to feel threatened, afraid, confused 
and unable to trust or communicate with the person who drinks. As the person 
loses control over drinking, the family feels anger, bitterness, hurt, disgust, 
frustration and possibly even guilt for having such feelings. Family members 
may also experience the stress of worrying about the safety of the drinker 
( Wegscheider-Cruse, 1989). 
As the illness progresses for the dnnker, the family begins to feel helpless, 
frustrated and afraid for both themselves and the dnnker. Trust decreases, and 
the family's contempt and embarrassment increases. The psychological 
symptoms of alcoholism spread contagiously to every member of the family. At 
some point, the family members realize it is necessary to assume responsibilities 
previously assumed by the drinking person. The family no longer has any fun, 
6 
and there is an increase in physical and emotional problems among the family 
members (Wegscheider-Cruse, 1989). 
As the alcoholic gradually loses self-control, power over the family 
increases. The alcoholic's behavior sets the rules directly or indirectly that must 
be followed by family members regardless of how unreasonable or inconsistent 
the rules must seem (Beltsis & Brown, 198 1). The family takes on a group 
identity which mirrors that of the alcoholic, and soon everyone is displaying the 
psychological symptoms of alcoholism (Wegscheider-Cruse, 1989). 
Alcoholic families are governed by rules that are inhuman, rigid and 
unhealthy. These rules grow out of the alcoholic's personal goals, which are to 
maintain access to alcohol, avoid pain, protect defenses and finally, deny that any 
of these goals exist. These rules are: 
1 .  The dependent's use of alcohol is the most important 
thing in  the family's Iife. 
2. Alcohol is not the cause of the family's problem. 
3. Someone or something else caused the alcoholic's 
dependency. 
4. The status quo must be maintained at all cost. 
5. Everyone i n  the family must help the alcoholic. 
6. No one in the family can talk about what is really golng 
on or tell what they are feeling (Wegscheider-Cruse, 
1989, pp. 81-83). 
Not every family responds to alcoholism in the same way. The dynamics of 
the family environment differ depending on whether one or both parents are 
alcoholic, the children's ages when the alcoholism becomes unmanageable, 
economic stability, and the availability and use of external support systems. 
However, many commonalities and identifiable patterns of adaptation to 
afcoholism exist. In general, the family atmosphere is characterized by chaos and 
unpredictability. Children may have difficulties mastering developmental tasks. 
In most alcoholic homes, alcoholism is a major secret. The secret is the focus of 
the family. The primary defense used to maintain the secret is denial. In some 
families the alcoholism is never admitted; in others it may be recognized, while 
the impact and the seriousness are denied or explained away as the result of other 
problems (Beletsis & Brown, 198 1). 
In an attempt to keep the secret, the alcoholic family becomes increasingly 
isolated and defensive. There is often a great deal of shame and fear, and 
instinctively, the family withdraws from friends, community, church, and health 
services. As the a1coholism progresses, there may be many job changes and 
frequent moves, hrthering the sense of isolation and family tension (Beletsis & 
Brown, 1981). 
In an alcoholic family, childhood is short or nonexistent. The child learns 
to "manage" the actions of others, always attempting to avoid a disaster. The 
child learns to parcel out feelings to avoid upsetting the alcoholic or being 
responsible for precipitating a drinking episode. Thus, the child's feelings, needs 
and behavior are dictated by the condition of the alcoholic. All members of the 
family struggle to find ways of controlling an uncontrollable situation (Beletsis & 
Brown, 198 1). 
A healthy response to living in the unorganized system of the alcoholic 
family would be to be honest about the practical problems, mental conhsion and 
emotional pain. Honesty, however, is hazardous for families of alcoholics. 
Instead, the family members adapt by hiding their feelings behind an artificiaI 
behavior pattern. Various roles are assumed by family members as a protection 
against pain. These roles, however, support the alcoholic's drinking 
( Wegschneider-Cruse, 1989). 
One common role assumed for protection is that of the enabler. The 
enabler is the person closest to the alcoholic. This is generally the spouse of the 
alcoholic, but may be the oldest child, a roommate, lover, or parent. The 
involvement of the enabler increases as the alcohoIic's drinking progresses. The 
role includes making excuses for the person's drinking and behavior, covering up 
for the alcoholic, and taking on more and more of the alcoholic's responsibilities. 
Enablers often have anger that they are unable to express. Unexpressed anger 
often causes the enabler to feel exhausted, which may also be denied 
(Wegscheider-Cruse, 1989). 
Another survival role is that of the family hero. Typically, the hero is the 
oldest child. The hero is particularly concerned with what happens to the family 
The hero feels obliged to correct the family problems, make up for the family's 
weaknesses, and heal the family's pain. In the normal course or growing up, the 
hero role models the enabler and could be called "the little enabler'' 
( Wegscheider-Cruse, 1989). 
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The third role is the scapegoat. This child learns that one is not rewarded 
for who one is, but for how one performs. The scapegoat decides it is too much 
effort to work as hard as the hero to prove oneself worthy; therefore, the 
scapegoat pulls away from the family and finds a feeling of belonging somewhere 
else. The scapegoat may engage in behaviors such as leaving home, unplanned 
pregnancies, chemical abuse, or defiant behavior. The scapegoat's actions 
provide a distraction for the family (Wegscheider-Cruse, 1989). 
The next role is the lost child. This child learns not to make close 
connections in the family because it is too painful. The lost child becomes a 
"loner," and is not given any attention by the family, either positive or negative. 
The lost child offers relief for the family because the family doesn't have to 
worry about this child (Wegscheider-Cruse, 1989). 
A fifth role is that of the mascot. The mascot uses charm and humor to 
cover up hurt feelings and confusion. A mascot is generally the youngest child, is 
cute and fun to be around (Wegscheider-Cruse, 1989). 
An only child in a family may take on pans of all the roles. The roles may 
occur simultaneously or alternately, but either way, the pain and confusion are 
overwhelming ( Wegscheider-Cruse, 1989). 
The longer an individual plays a role, the more rigidly fixed in it the person 
becomes; a family who gets help early in the progression of the illness sheds the 
roles more easily (Wegscheider-Cruse, 1989). Some of the survival roles are 
destructive and leaving the alcoholic environment does not change the role an 
individual has assumed. There are approximately 28 million adults who grew up 
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in alcoholic homes. A young adult child of an alcoholic (ACOA) may be busy 
making decisions about a career and is usually unaware of the negative effects of 
an alcoholic upbringing (Black, 1979). The individual, however, may be aware 
of an ability to take care of others, and choose a career where this is necessary. 
Some experts report a disproportionately high percentage of ACOAs in nursing 
programs (Fischer, 1988). 
Purpose of this study 
Despite the recognition of alcoholism as a family disease, most research in 
the area focuses on the alcoholic (Nardi, 1981). Studies on ACOAs are limited 
(Barnes, Benson & Wilsnack, 1979), and minimal studies have focused on 
nursing (Fisher, 1988). In a study conducted by Ameson, Schultz and Triplett 
(1987), it was found that nurses are not knowledgeable about the long-term 
effects of parental alcoholism. Many nurses did not know that ACOAs often 
have problems with chronic depression and addictive behaviors. The purpose of 
this study was to identify the incidence of ACOAs among instructors and students 
in one nursing program. 
Definitions 
For the purpose of this study, an adult child of an alcoholic (ACOA) is any 
individual age 18 or older who obtains a score of 6 or above on the Children of 
AlcohoIics Screening Test (C.A.S.T) (Jones, 1981). 
A child of an alcoholic (COA) is any child age 17 or younger with one or 
both parents being alcoholic. 
Simificance of this study 
A basic understanding of the roles and rules of the alcoholic family 
provides a background for understanding the adults who grew up in a system 
where they were never allowed to be chiidren. This understanding provides 
insight into how ACOAs may continue to enact the roles learned as a child as 
they enter adult life as students. It can also explain why many ACOAs choose 
careers in helping professions that reinforce enabling characteristics (Wittman, 
1990). If there is a significant incidence of instructors and students in nursing 
programs from alcoholic homes, it is important that they be identified so that 
educational and intervention programs can be implemented. 
Faculty who are ACOA can increase their insight into their own behavior so 
that student ACOAs can be helped. Other faculty familiar with the problems of 
ACOAs can be aware of students with histories of parental alcoholism, and can 
help these students to recognize how their background may affect their 
professional and personal choices, decisions, and behaviors (Wittman, 1990). 
Many ACOAs are relieved when they are able to talk about the family secret and 
have the support of a concerned adult to help them validate their feelings and 
experiences (Woodside, 1986). Informed faculty can encourage students to take 
advantage of help for ACOAs offered through counseling centers, or organize 
self-help groups to assist students to identify issues and cope more effectively 
with the long-term residual effects of growing up in an alcoholic home (Wittman, 
1990). 
CHAPTER TWO 
Literature Review 
The literature review will begin with a discussion of adult children of 
alcoholics (ACOAs), followed by a brief overview of developmental theory. 
Previous studies will be discussed. A tool to measure the incidence of ACOAs 
will be described. A discussion of the need for this study wiif conclude the 
review. 
Overview of Adult Children of Alcoholics 
There are approximately 28 million Americans who grew up in alcoholic 
homes (Black, 1981). An accurate figure is difficult to determine due to the 
problem of denial on the part of both the alcoholic parent and the ACOA 
(Fischer, 1987/1988). ACOAs develop a variety of behaviors in an attempt to 
cope with parental alcoholism, such as care-taking or achievement-oriented 
activities. These behaviors may be translated later into a caregiving career such 
as nursing (Black, 198 1 ; Wegscheider-Cruse, 1985). 
Children of alcoholics grew up in an environment of anger, fear and 
frustration. While one or both parents were caught up in the compulsion of 
alcohol, the other parent, if not drinking, was consumed with the family's 
survival, and had neither the time nor energy to give emotional support to the 
child. Surrounded by denial, anger and frequently verbal, physical andor sexual 
abuse, these children grew up confused, anxious, self-blaming, withdrawn, and 
insecure. Many ACOAs appear happy and show no problems. However, they are 
afraid, hurt and live with a code that tells them not to talk, feel or trust 
(Hetherington, 1988). 
Growing up in an alcoholic home affects an individual emotionally, 
intellectually and behaviorally. One of the most striking affective features of an 
ACOA is denial. Some ACOAs deny parental alcoholism itself, while others 
acknowledge alcoholism but do so without any real emotion. Denial is learned 
because it is the family system. Denial of feelings is also learned because 
emotions are equated with being out of control and irrational like the alcoholic 
parent (Cummings, 1989). 
Another affective feature is alienation from others. ACOAs not only deny 
their own feelings, but their connections with others as well. ACOAs feel 
alienated, different and unacceptable, and doubt their capacity to love and be 
loved. ACOAs wonder whether they really care about others or whether others 
really care about them (Cumrnings, 1989). 
A third affective feature of ACOAs is deprivation and rage. ACOAs may 
appear self-sufficient and mature, however, they actually feel inadequate and 
deprived. Eventually, feelings of deprivation result in rage, but anger, for 
ACOAs, tends to be equated with violence and recklessness. ACOAs do not 
always know whether they are angry, when they are angry, or how to be angry. 
In group settings, ACOAs may try to control others' expressions of anger and 
dissatisfaction, for fear the other people will lose control. Often ACOAs contain 
their anger in rage-filled thoughts and fantasies, which spill over into chronic 
discontent with, and criticism of, themselves and others. Occasionally, when 
stress is high, ACOAs may have an angry outburst, and even a brief episode of 
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rage. These uncharacteristic eruptions result in ACOAs feeling afraid they may 
become mentally ill (Cummings, 1989). 
ACOAs also suffer from low self-worth, shame and guilt. ACOAs may 
present a competent exterior, but actually feel damaged and defective. An 
ACOA's outward maturity is praised and rewarded in school and society, but 
ACOAs talk about being "found out'' or feel like a "sham" (Curnmings, 1989). 
Four aspects that characterize ACOAs' thinking have been identified: 
conhsion about normality, extreme thinking, inverted identifications, and faith in 
will power. First, ACOAs have no role models of normality while growing up. 
Therefore, they look outside the home to learn about typical families. ACOAs 
turn to the media for clues, or develop idealized fantasies about the world 
(Cummings, 1989). 
The second cognitive feature is thinking in extremes. ACOAs tend to think 
in black or white, all or none, or good or bad. Extreme thinking is due to 
ACOAs' denial of the extreme conditions in their childhood families. Extreme 
thinking often leads to disillusionment in themselves or others as the extreme 
standards ACOAs set for themselves are unattainable, and they believe few 
people are totally worthy or trustworthy. All-or-nothing thinking hinders ACOXs 
from solving problems, and therefore ACOAs see themselves as continually 
failing, even when they are doing well (Cummings, 1989). 
A third cognitive characteristic is inverted identification. Inverted 
identification represents an attempt to be different from the impaired parent in an 
attempt to separate from the parent. Inverted thinking, however, binds ACOAs to 
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parents as much as if ACOAs were trying to emulate the parents; inverted 
thinking can cause compulsive behavior and a fear of developing a true identity 
(Cummings, 1989). 
The fourth cognitive characteristic of ACOAs is faith in will power, or a 
sense of omnipotence. In contrast to their alcoholic parents, ACOAs believe they 
can control anything if they try hard enough. A sense of omnipotence allows 
ACOAs to have a sense of control and predictability. They feel they can make 
things better. When the results are unchanged, ACOAs blame themselves 
unjustly, which may develop in a faulty concept of their own powers and 
limitations (Cummings, 1989). 
Behaviorally, ACOAs appear self-reliant, perfectionistic, and socially 
poised. In reality, ACOAs are somewhat secretive and detached, may abuse 
drugs or alcohol, or develop an eating disorder or other self-destructive behavior. 
ACOAs developed self-reliance out of the unreliability of their parents, and, as 
adults, often sacrifice their own needs for nurturance while continuing the 
childhood role of caring for others. ACOAs seek perfection in themselves and 
others, and feel measured by what they do rather than who they are. An inability 
to be perfect signifies imperfection and Is devastating to ACOAs (Cummings, 
1989). 
Growing up in an alcoholic family, ACOAs were told there was nothing 
wrong with the family, and at the same time not to tell anyone about the parent's 
use of alcohol. The message not to talk taught ACOAs not only to keep the 
family affairs to themselves, but to hide facts from people and not to bring friends 
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home. As ACOAs matured, the habit of keeping secrets kept people at a distance, 
made ACOAs guarded and deprived ACOAs of the chance for genuine 
relatedness (Curnrnings, 1989). 
In addition, ACOAs unconsciousIy sabotage relationships. ACOAs will 
withdraw from relationships or cause problems with people before 
disappointments happen. Withdrawing from others keeps ACOAs in control and 
prevents ACOAs from being hurt. Withdrawing, however, causes a self-imposed 
isolation. ACOAs' isolation in turn reinforces their feeling of being a misfit in 
society (Cummings, 1989). 
ACOAs also wony about the possibility of being an alcoholic themselves. 
One survey revealed that 65 % of all users of student mental health services who 
were concerned about their own drinking were ACOAs (Claydon, 1987). 
Develoomental Theory 
The performance of nursing students and instructors, both personally and 
professionally, is influenced by the individual's ability to manage the tasks of 
psychosocial development. Erikson's (1968) theory of psychosocial development 
provides a unique framework for understanding an individual's behavior 
(WaIlhead, 1986), as well as providing a picture of the developmental tasks faced 
by ACOAs on college campuses (Landers & Hollingdale, 1988). No literature is 
available that describes instructors' development. 
Erickson ( 1968) divided the human life span into eight stages of 
psychosocial development and suggested that each stage has a specific critical 
task. Erickson (1968) proposed that people must complete the tasks of one stage 
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before moving on to the succeeding tasks. The achievement of the critical task 
results in the acquisition of desirable personality traits and in social adjustment. 
Failure to accomplish the task results in undesirable traits and maladjustment. In 
addition, unsuccessful resolution of one stage may endanger the resolution of 
later stages. Subsequent events, however, may present new opportunities and the 
individual may accomplish the task later. The six stages and the tasks of each 
stage that should be mastered by the college student are: 
Stage One -- Infancy Trust versus Mistrust 
Stage Two -- Early Childhood Autonomy versus Shame and Doubt 
Stage Three -- Play Age Initiative versus Guilt 
Stage Four -- School Age Industry versus Inferiority 
Stage Five -- Adolescence Identity versus Confusion 
Stage Six -- Young Adulthood Intimacy versus Isolation 
(Erikson, 1968). 
Stage - one: trust versus mistrust. 
Trust is the cornerstone of a vital personality and may be defined as a 
trustfuIlness of others as well as a fundamental sense of one's own 
trustworthiness. Trust is learned when an infant's needs are met, and is not an 
achievement, but an ongoing process. If needs are Frustrated more often than 
met, the infant will be disappointed and develop a sense of mistrust that will 
continue into adult life (Erikson, 1968). 
In a family where the mother is an alcoholic, the mother-child relationship 
will be impaired, because the mother's primary emotional involvement is with 
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alcohol and the child's needs are secondary. At times the mother does not 
respond to the child's cries and a feeding may be missed, or the child left wet and 
cold for hours. The mother may be intoxicated and tend to the child in an 
improper manner. At other times the mother may be sick with the effects of 
alcohol, depressed and guilty, or resentful for having to care for a dependent 
infant. In either case, appropriate physical and emotional care are neglected 
(Beietsis & Brown, 198 1). 
If the father is an alcoholic, the mother may be preoccupied with problems 
in the marital relationship and concerned about alcoholism. The mother" energy 
may be directed toward parenting her husband and coping with fear and despair, 
resulting in tension and confusion. This inclination often results in the 
psychological abandonment of the child, or in inadequate and inconsistent 
caretaking. In some families, the mother may turn to the child as a source of 
comfort, a replacement for the emotional contact which has been lost or as a 
solution to the unresolvable problem of alcoholism (Beletsis & Brown, 198 1). 
If the mother is incapable of adequately mothering the child because of her 
own alcoholism or preoccupation with an alcoholic spouse, the child learns to 
expect inconsistency, inadequate care and general disorganization. The child may 
respond by withdrawing, lacking confidence or being overly rigid (Beletsis & 
Brown, 198 1). 
Consistent parental neglect at any stage in the child's development may 
result in an inability to trust and decreased confidence in self-worth. In the 
alcoholic family it is likely that trust will be betrayed repeatedly as the obsession 
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with alcohol increases. Unrnet needs result in the child of the alcoholic (COA) 
remaining focused on the parent and an inability to experience the appropriate 
awareness of self as a distinct person. Before any awareness of alcoholism is 
present, the COA's actions and feelings are controlled to some degree by alcohol 
(Beletsis & Brown, 198 1). When these children become adults, an impairment of 
basic trust is expressed as severe estrangement characterized by individuals who 
withdraw into themselves when under stress (Erikson, 1968). 
S t a ~ e  two: autonomy versus shame and doubt, 
Trust is necessary for the growth of autonomy. Autonomy is characterized 
by demands for independence as the child begins to display qualities of will 
power and self-direction. When the task of autonomy is not mastered, the child 
develops inhibitions that lead to diminished self-confidence and reluctance to try 
new skills in later life. Without a sense of autonomy, the individual may feel 
habitually ashamed, apologetic, afraid and full of doubt (Erikson, 1968). 
The kind and degree of a sense of autonomy that parents are able to give 
their children depends on the dignity and sense of personal independence the 
parents derive from their own lives (Erikson, 1968). In the alcoholic family, the 
parents' ability to provide fair and consistent discipline and flexible and loving 
direction necessary for a child's need for autonomy is severely impaired. For a 
COA, already adapted to the parents' needs, to unpredictable responses and to 
inconsistent physical treatment, the development of autonomy is almost 
impossible. The alcoholic is struggling daily with issues of impulse control and 
the nonalcoholic parent is struggling to control the alcoholic. For the child who 1s 
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still trying to differentiate from the parent, it is a time of great confusion. The 
child may develop a pattern of being eager to please and a compulsive need to do 
every thing correctly. In an alcoholic family, what is correct or pleasing when a 
parent is drinking, may elicit anger, shaming or punishment when the parent is 
sober. An alcoholic parent's response to the child's behavior is influenced more 
by impatience, guilt, or illness from drinking than the child's activity. In this 
inconsistent family the chiid may develop feelings of shame and doubt (Beletsis 
& Brown, 1981). 
Stage three: initiative versus milt. 
Initiative is concerned with the resolution of the child's ambivalent feelings 
of love and hate for his or her parents. During this stage, the child begins to 
imitate behaviors of authority figures. An inner sense of direction and purpose is 
the desirable outcome of this stage. If the critical task is not successfully 
achieved, the result may be a lack of spontaneity and the appearance of a harsh 
and controlling conscience (Erikson, 1968). 
Stage four: industrv versus inferioritv. 
The fourth stage of Erikson's (1968) theory is centered around industry. 
During this stage, the child is actively involved in learning and practicing skills. 
As the child moves through this stage, the child develops a sense of pride and 
accomplishment in completing tasks. In  addition, the child develops the ability to 
set realistic goals. Failure at this time leads to a sense of inadequacy and 
inferiority. A child who feels inferior becomes afraid of tasks and is reluctant to 
try new projects (Enkson, 1968). 
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In the alcoholic family, the child who is already vulnerable because of the 
incomplete earlier stages of development may have difficulty with initiative or 
industry. Parents may become so preoccupied with alcohol that they withdraw 
from care-taking completely, and expect a Ievel of unreasonable self-sufficiency 
from the child. This forced maturity creates anxiety for the child. Instead of a 
smooth transition into self-sufficiency, the child is prematurely pushed into early 
ego development, and insecure independence (Beletsis & Brown, 198 1). 
By the time a child in an alcoholic family reaches school age, the 
confidence in self-control and the pleasure of increased initiative may be 
misshapen by feelings of anxiety and inferiority. The child's needs and behavior 
are dictated by the state of the family. Defensively, the child begins to "manage" 
the actions and responses of others and control becomes important. Outwardly, 
the child may appear responsible and mature; inwardly, the child has feelings of 
inadequacy, doubt and a sense of overwhelming responsibility (Beletsis & Brown, 
198 1). 
Due to the unpredictable and chaotic family environment, embarrassment 
and shame prevent COAs from bringing friends to the house. Consequently, it  is 
difficult for children to develop and maintain friendships. The important social 
skills and sense of comfort gained from peers is lacking, further hampering the 
completion of initiative and industry (Belitsis & Brown, 1981). 
The development of initiative and industry is also hampered by the 
emphasis of denial as a major defense in the alcoholic family. The child's 
perceptions may often be contradicted by the parent, such as hearing the mother 
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blaming her husband's absence from work on the illness of the child. Therefore, 
COAs become unwilling to develop initiative or demonstrate mastery, when to do 
so may mean being blamed for events outside of the COA's control (Belitsis & 
Brown, 198 1). 
Stage five: identity versus confusion. 
The growing and developing youth is now faced with the task of developing 
an identity. It is a time when a young person is concerned with who he or she is, 
as well as a time when the youth develops a sexual identity. Often, the young 
person discovers and identifies with a role model. Many of the previous tasks 
need to be reworked before the individual develops a final identity. Problems 
with sexual identity and delayed selection of an occupation are common 
manifestations of failure to resolve the critical tasks of this stage (Erikson, 1986). 
Not trusting others, denying reality and "managing" the behavior and well 
being of others leave little time for self-exploration and psychological growth for 
COAs. In fact, the need to deny feelings and needs is a denial of self, and an 
avoidance of having an independent identity. The child of an alcoholic cannot 
manage to give up the confused role of a child and move toward adulthood 
(Beletsis & Brown, 198 I) .  
Whether one or both parents is alcoholic, the obsession with alcohol makes 
i t  likely that neither parent has been available as an appropriate role model. The 
role reversals which have taken place since early childhood may result in an 
adolescent who appears overly mature and capable, but feels helpless and 
frightened. The young adult may identify with the alcoholic parent, become 
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delinquent and abuse drugs and alcohol. Some COAs may withdraw and avoid 
relationships, while others may rush into marriage, often choosing a mate who is 
an alcoholic (Beletsis & Brown, 198 11, 
Stage six: intimacv versus isolation. 
The sixth stage, lasting From ages 20 to 40, is the stage of intimacy versus 
isolation. The task of this stage is to commit oneself to meaningful, loving 
relationships with others. When intimacy is not achieved, the individual avoids 
or retreats from emotional commitments in various ways, such as being aloof, 
fleeing relationships once they become intense, or being promiscuous. Avoidance 
behaviors have the effect of isolating the individual from closeness (Erikson, 
1968). 
For ACOAs, relationships abound with difficulty; trust and intimacy are 
avoided. There is often little previous experience with close peer relationships, 
and the long experience of denying feelings and needs does not permit reaching 
out for support or help. Concern for, and involvement with, the family leaves 
little time for the development of new ties and a social network. Many ACOAs 
eing extremely depressed, feel life is meaningless, and experience 
us feelings of inadequacy and failure (Beletsis & Brown, 1981). 
Separating from one's family of origin, establishing a sense of competence 
in being independent, developing an identity in one's career and creating and 
maintaining satisfying intimate relat~onships are tasks necessary for successful 
completion of college (Jack, 1990). ACOAs may be handicapped in completing 
these tasks (Landers & Hollingdaie, 1988). Some ACOAs adopt the role of 
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"hero" or "responsible one" and go to college, hoping thereby to heal their 
families of pain and shame, but inwardly ACOAs feel inadequate (Cummings, 
1989). Many ACOAs report difficulty separating from parents. The student may 
be preoccupied with siblings who are still at home, or feel responsible for the 
alcoholic parent. The responsible student is tom between guilt and fear and a 
need to be away from the home environment, making it difficult to concentrate on 
academics (Beletsis & Brown, 198 1 ; Landers & Hollingdale, 1988). 
Because of previous rejection, hurt and abandonment, some college ACOAs 
feel unaccepted and alienated from other people (Jack, 1990). Other ACOAs 
isolate themselves from peers because of fear that no one will understand or listen 
to them (Landers & Hollingdale, 1988; Cummings, 1989). Many ACOAs have 
low self-esteem, complicated by feelings of shame and guilt for having caused the 
family problem and being unable to fix it. An ACOA cannot handle intimacy 
because of the fear of being hurt. The need to keep the family secret of 
alcoholism leads to more isolation and lack of trust. Often the self-reliant and 
mature exterior the ACOA projects is just a superficial layer disguising strong 
feelings of inadequacy (Jack, 1990; Cummings, 1989). 
ACOAs become depressed and do not understand why (Black, 1979). As 
students, ACOAs may have difficulty in academic settings that require 
interpersonal and technical skills, and may continue with destructive behavioral 
patterns which can affect their patients, peers, supervisors, and faculty (Wittman, 
1990). 
Jack (1990) writes that by the time an individual reaches college, the roles 
2 5 
of the alcoholic family have become so internalized that the student may have 
difficulty comprehending what is normal. ACOAs do not change roles just 
because they leave home. In fact, i t  is after they leave home that ACOAs realize 
the old methods of coping are no longer working to provide a sense of meaning to 
life. It is at this time that the effects of living in an alcoholic home begin to show 
(Black, 1979). 
The role of the "family hero" is reinforced during nursing school and the 
individual develops "super-nurse" characteristics, which may lead to job burnout 
(Selbach, 1990). Also, the child who adopts the "responsible" role, may become 
an adult with a high need to control and an inability to solve problems (Haack, 
1990). The tasks of separating from their parents, becoming independent, 
developing an identity and creating intimate relationships can be difficult for an 
individual raised in an alcoholic environment. Work on these tasks, as well as the 
demands of academic requirements, may precipitate an emotional crisis for the 
ACOA. This crisis is complicated for a nursing student, because of nursing's 
values and its reinforcement of assuming a dependent, nurturing, and all-giving 
caretaker role. Also, nursing education has traditionally reinforced a sense of 
perfection and excessive responsibility (Sack, 1990). 
ACOAs are considered at high risk for developing alcohol-related problems 
(Bingharn & Barger, 1985; Black, 1981 ; Woodside, 19861, and are four times 
more likely to become alcoholic than the general population (Woodside, 1986). 
Beginning around 1970, researchers have attempted to discover whether a 
predisposition to alcoholism is inherited. Both twin studies and adoption studies 
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indicate that individuals with alcoholic parents are more likely to become 
alcoholic than individuals with nonalcoholic parents (Cook & Fonataine, 1991). 
The issue of the impaired nurse is serious because it is related not only to 
the professiona1 life of the individual nurse but also to the ethical and humanistic 
care of patients (Haack & Harford, 1984). If the public interest is to be served, 
the profession must recognize and deal with the factors that contribute to 
chemical dependency in nursing (Caroselli-Karinja & Zboray, 1986). 
Students' behaviors are important to nursing faculty because instructors 
support students in the development of skills basic to personal and professional 
competence. Personal and professional growth require an environment of trust. 
Faculty may find i t  difficult to establish trust with students who are unfamiliar 
with talking to, or seeking help from, others (Wallhead, 1986). Once trust is 
established, ACOAs can be taught communication and assertiveness skills, and 
can be helped to develop trust and improve their self-esteem (Tesson, 1990). 
A Tool to Measure the Incidence of ACOAs 
COAs or ACOAs that come to a professional's attention are often 
individuals who experience a problem. Pilat and Jones (1984/1985) write that it 
is important that professionals screen children and adolescents as the first step in  
identification of offspring of alcoholics. Therefore, they developed the 
"Children of Alcoholics Screening Test (C.A.S.T)" (Jones, 1981). 
The C.A.S.T. was developed to aid in the identification of individuals who 
are living with, or have lived with, alcoholic parents (Jones, 1981). The C.A.S T 
is a series of 30 questions that are answered by the subject as "yes" or "no" 
during an administration time of approximately five minutes. The C.A.S.T. 
(Jones, 198 1) can measure COAs and ACOAs attitudes, feelings, perceptions and 
experiences related to their parent's use of alcohol. The test items were 
formulated from real-life experiences that were shared by clinically diagnosed 
COAs during group therapy and from published case studies (Jones, 1981). The 
"yes" answers are totalled to yield a C.A.S,T. score; a score of 0 to 1 indicates 
no reported experience of alcohol misuse, a score of 2 to 5 represents children or 
adult children of problem drinkers, and a score of 6 or more indicates children or 
adult children of alcohoIics (COAs or ACOAs). The items were derived from the 
clinical work of Jones and from published case studies on ACOAs. All items 
were judged to have face validity by a number of alcoholism counselors and 
ACOAs. A Spearman-Brown split-half reliability coefficient equal to 0.98 was 
computed with a random sample of 8 1 aduIts in a Midwestern urban area (Jones, 
198 1). 
Previous Studies 
Previous studies will be presented according to their focus. They will begin 
with the incidence of ACOAs. Characteristics of ACOAs will be described, 
followed by studies that discuss ACOA's coping behaviors and substance abuse. 
They will conclude with the incidence of ACOAs in the helping professions. 
Incidence of ACOAs. 
Pilat and Jones (1984/1985) administered the C.A.S.T. (Jones, 1981) to 173 
students in gym classes in a large Midwestern high school. Returning a 
completed C.A.S.T. indicated the subject's permission to participate and the 
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students' names were not included on the inventory. The C.A.S.T. (Jones, 198 I )  
was administered to all the students by the same person. The gym classes were 
heterogeneously composed of students from different academic achievement 
levels. 
More than one fourth (27%) of the students who completed the study had 
C.A.S.T. (Jones, 1981) scores of 6 or above. An additional 17% tested in the 
category of children of problem drinkers. The school social worker did not 
indicate that any of these students had been referred for problems, and the 
academic records of the COAs show that these COAs did not have poor study 
habits or low scholastic achievements. This verifies the view that some COAs 
survive in an inconsistent family system by exercising control over the 
environment and by bringing pride to the family. However, despite the children's 
achievement, almost one out of five of these students had recently failed one or 
more classes, which could indicate that the students studied were being affected 
by some special stress, possibly parental drinking (Pilat & Jones, 198411985]. 
Characteristics of ACOAs. 
Using the Eriksonian theory of ego development, Talashek (1987) studied 
the ego identities of adolescents with one alcoholic parent. The study compared 
two groups of adolescents who were matched by age, sex and socioeconomic 
status. The sample came from Alateen groups (a fellowship of young people 
whose lives have been affected by alcoholism in a family member or close friend) 
and selected area classrooms in a large Midwestern city. 
The Ego Identity Scale (Rasmussen, 1964) was used to obtain a measure of 
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ego identity. The scale includes 72 items, each reflecting either positive or 
negative resolution for one of Erikson's first six psychosocial development 
stages. To prevent response set, half the items required a positive answer, and the 
other half required a negative answer. The content validity was established based 
on Erikson's ( 1  968) criteria for development. Additional data were gathered 
about the participant's age, sex, religion, alcohol use, number of siblings, parental 
occupation and parental alcohol use (Talashek, 1987). 
Talashek spoke to the Alateen and school groups informing them that 
limited research had been reported concerning children from aicoholic families. 
The participation was voluntary and anonymous. To control for reading 
differences, Talashek read each question aloud as the questionnaire and Ego 
Identity Scale were completed. After completing the questionnaires, the subjects 
were allowed to ask questions (Talashek, 1987). 
The hypothesis, that adolescents with one alcoholic parent will score lower 
on the Rasmussen Ego Identity Scale than will a matched group of adolescents 
without an alcoholic parent, was tested using the paired-comparison I-test 
procedure with the alpha set at .05. The mean identity score of adolescents with 
one alcoholic parent was 45.5; for adolescents without an alcoholic parent, the 
mean ego identity score was 49.07. This difference reached statistical 
significance at p =.037. In addition, adolescents of alcoholic parents were 
significantly more likely to have experienced school absences of longer than two 
weeks' duration than were adolescents from nonalcoholic families (Talashek, 
1987). 
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Berkowitz and Perkins (1988) compared the personality characteristics of 
late adolescent and young ACOAs with those of adolescents from nonalcoholic 
families. The extent to which personality differences are gender specific was 
examined. The data were derived from an alcohol survey conducted in the spring 
of 1984 at an undergraduate liberal arts institution with a predominately 
Northeastern, upper middle class student body. 
The questionnaires were completed and returned anonymously and included 
measures of impulsiveness, self-depreciation, lack of tension, independence/ 
autonomy, need for social support, directiveness, sociability and other- 
directedness. The survey instrument also assessed attitudes, behaviors, social 
ability and personal and familial experiences related to the use of alcohol, as well 
as demographic data. To avoid a sample bias, the entire population of first and 
second year students were included in the sampling frame. A total of 860 
students responded, providing a response rate of 90%. The students were 
between the ages of 16 and 23 years of age, with the majority of students being 
between age 18 and 20. Virtually all students resided in campus housing 
(Berkowitz & Perkins, 1988). 
Berkowitz and Perkins (1988) classified the respondents as COAs if they 
responded affirmatively to leading questions. Also Berkowitz and Perkins 
incIuded 12 items from the C.A.S.T. (Jones, 198 1). Two forms of short form 
personality inventories that had been used and validated in previous studies were 
selected to test a wide range of personality measures. Each personality measure 
contained from four to seven questions that were scored on a 4-point Likert type 
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scale ranging from 0 to 3.  Within each scale, responses were summed to provide 
an overall score (Berkowitz & Perkins, 1988). 
The results of Berkowitz and Perkins' (1988) study indicated that COAs 
may experience both adaptive and dyshnctional consequences of parental 
alcoholism, but these effects vary by the gender of the COA. Female COAs 
reported significantly greater self-depreciation than female peers without an 
alcoholic parent. Male COAs reported significantiy greater independence/ 
autonomy than did male peers whose parents were not aIcohoIic. The greater 
independence/autonomy reported by male COAs may indicate an adaptive 
response to parental alcoholism that has resulted in positive qualities useful in 
other endeavors, such as school or work (Berkowitz & Perkins, 1988). 
Copin? Behaviors of ACOAs. 
Clair and Genest (1987) compared children with an alcoholic father with 
children of non-aIcoholic parents to examine the roles of family environment, 
social support and coping behavior on current level of adjustment. The sample 
consisted of 30 offspring of alcoholic fathers, and 40 offspring of non-alcoholic 
parents. All individuals were between the ages of 18 and 23. A standard self 
report format was used to gather demographic data and to inquire about parental 
alcoholism. A Family Environment Scale (FES) (Moos & Moos, 198 1, cited in 
Clair & Genest, 1987) was used to collect data regarding relationships, personal 
growth dimension and system maintenance dimension. Dimensions of Social 
Support (DSSS) (Cohen, 1977, cited in Clair & Genest, 1987) was administered 
to measure the informational and emotional support received by subjects when 
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each was between the ages of 13 and 18. A check list, The Ways of Coping 
(Folkmann & Lazarus, 1980) was used to assess the coping strategies that subjects 
used to deal with problems resulting from their father's alcoholism. In addition, a 
Depression-Proneness Scale (DPRS) (Hughes, 1977) was used to assess for 
proneness to negative mood and the Tennessee Self-concept Scale (TSCS) (Fitts, 
1965, cited in Clair & Genest, 1987) was used to assess both positive and 
negative self-perceptions. The findings of this study indicated COAs had 
significantly lower scores on the FES than the comparison group on cohesion and 
intellect-cultural orientation and significantly lower scores on the conflict 
subscale. Informational support reported by COAs was significantly less than the 
comparison group (Clair & Genest, 1987). 
A descriptive study by Scavnicky-Mylant (1990) focused on the coping 
mechanisms of young ACOAs. Retrospective data related to methods of coping 
were obtained from a convenience sample of 30 individuals who were raised, but 
not presently living, in a home where one or both of the parents were alcoholic. 
Paternal alcoholism was most common. The subjects were between the ages of 
18 and 28 and the mean age was 24 years. Eighty percent of the subjects were 
female, and the most frequent (33%) birth order was youngest. All of the 
participants were interviewed using a semistructured interview schedule to 
identify developmental changes among coping mechanisms and role patterns of 
young ACOAs. The Jalowiec Coping Scale (Jalowiec, Murphy & Powers, 1981) 
was administered to help measure the level and method of coping. The findings 
suggested a possible developmental delay in coping strategies used by ACOAs 
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and an inability to seek comfort and help from others (Scavnicky-Mylant, 1990). 
Black, Bucky and Padilla (1986) compared adults raised in an alcoholic 
home with adults raised in a non-alcoholic home. The subjects were solicited by 
notices in magazines and journaIs written about alcoholism and alcoholics. The 
subjects included 409 adults who identified themselves as having been raised in a 
home with parental alcoholism. All of the subjects were 28 years of age or over; 
the mean age was 37. There were 152 males and 257 females; 346 of the subjects 
had an alcoholic father, 162 had an alcoholic mother and 99 of the subjects 
indicated that both parents were alcoholic. The sample was geographically 
representative of all parts of the United States, and included all educational and 
socioeconomic levels. 
The comparison group included 179 subjects who identified themselves as 
not having been raised in an alcoholic home. There were 63 males and 116 
females. As in the experimental group, the comparison group was representative 
of various geographical areas in the United States and reflected all educational 
and socioeconomic levels (Black et al., 1986). 
The subjects were asked to complete a questionnaire that focused on the 
subject's perceptions of the following: 1) family history; 2) past and present drug 
and alcohol use; 3) problems growing up in an alcoholic home; 4) communication 
with others; and 5) physical and sexual abuse. The data were analyzed by means 
of frequency count, percentages, Chi-Square tests, t tests and z tests for 
proportionality. The results indicated that ACOAs reported highly significantly 
more frequent divorces, more deaths of siblings and family members and more 
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alcohol related deaths than the control group. Almost 37% of ACOAs described 
themselves as alcoholic compared to 9.5% of the control group (Black et al., 
1986). 
Black et als' (1986) study also indicated that ACOAs reported highly 
significantly less communication with parents, friends, teachers, counselors, 
clergy and friends' parents and significantly less communication with neighbors 
than the comparison group. ACOAs reported a highly significantly greater 
frequency of family arguments and violent behavior than the comparison group, a 
significantly higher frequency of problems as children, highly significantly 
greater difficulty with trust, identifying and expressing feelings and highly 
significantly more difficulty with dependency, putting self first, conhsion, 
intimacy and depression than the comparison group. ACOAs also reported a 
significantly higher frequency of work-related problems and difficulty solving 
problems and taking responsibility than did the comparison group (Black et al., 
1986). 
Substance Use Among ACOAs. 
In I987, Claydon studied entering college freshmen to determine the 
relationship of parental alcohoIism and the abuse of substances. The C.A.S.T. 
(Jones, 198 1 )  was used to determine parental alcoholism and the subjects were 
asked whether they considered themselves to have a problem with alcohol or 
other drugs, or an eating disorder problem. An analysis of the surveys revealed 
that 14.2% of the sample had one or both parents with alcoholism. The findings 
supported that parental alcoholism significantly increased the likelihood of 
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substance abuse or an eating disorder (Claydon, 1987). 
Haack and Harford (1988) examined the prevalence of farniIy history for 
alcoholism and its relationship to aIcohol consumption in a sample of 179 nursing 
students. The subjects were enrolled in a large Midwestern university. Data were 
collected through self-administered questionnaires which were distributed to 
groups of students during classroom time. The findings indicated that nursing 
students report a positive history for alcoholism that is comparable to other 
college students; however, Haack and Warford (1988) suggest the results may be 
limited due to the defense mechanism of denial. The study did indicate that 
daughters of alcoholic fathers reported significantly higher levels of alcohol 
consumption than students with an alcoholic relative other than father or than 
students from non-alcoholic families (Haack & Harford, 1988). 
In a study with college Freshmen, Rearden and Markwell ( 1  989) examined 
drinking problems and self concept of college students raised in homes where 
alcohol was abused. The subjects were 148 college students enrolled in two 
sections of a required freshman level health class. The students ranged in age 
from 17 to 25, with a mean age of 19.2. Students were encouraged to participate, 
but were informed that participation was voluntary. The instruments used were 
the C.A.S.T (Jones, 198 I), the MAST (Pushkash & Quereshi, 1980), and the 
Tennessee Self Concept Scale. The MAST is a 25 item questionnaire that elicits 
a person's drinking history and requires "yes" and "no" answers. The 
Tennessee Self Concept Scale consists of 100 self-descriptive statements which 
the subject uses to portray a picture of him;her self. The scale is self- 
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administering for either individuals or groups and can be used with subjects age 
12 or older (Rearden & Markwefl, 1989). 
Students were classified as COAs if their C.A.S.T. (Jones, 1981) score was 
six or more and were considered showing signs of a drinking problem if their 
MAST (Pushkash & Quereshi, 1980) score was five or higher. The scope of 
scores on the C.A.S.T (Jones, 1981) was 0-30; 23% of the students had scores of 
six or more. The MAST scores ranged from 0-29; 3 1% of the subjects scored 
five or above. The correlation between C.A.S.T (Jones, 1981) and MAST 
(Pushkash & Quereshi, 1980) scores was not significant. Mean self-concept for 
the COAs was significantly lower than the mean for the children of nonalcoholics 
(Rearden & Markwell, 1989). 
Knoblauch and Bowers (1989) studied problem drinking and an elevated 
need to control among ACOAs. Two-thirds of the Freshmen class in a 
Northwestern University were selected as subjects by taking every two of three 
students from the freshmen class mailing list. A MAST (Selzer, 1971) was used 
to measure problem drinking and the Ego Grasping Orientation (EGO) 
(Knoblauch & Falconer, 1986) was selected to measure a need to control. The 
students completed the instruments and also reported on the drinking patterns of 
their parents. Both the two by six multivariate and the five by two post-hoc 
multivariate revealed significantly more problem drinking and an elevated need to 
control among college students ACOAs than non-ACOA college students. This 
study indicated that ACOAs have unique needs and could benefit from self-help 
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groups and problem drinking assessment skills (Knoblauch & Bowers, 1989). 
Incidence of ACOAs in the helping ~rofessions, 
Wittman (1 990) surveyed undergraduate students in a Southwestern 
university to clarify the possible relationship between choice of college major and 
prevalence of parental alcohoIism. One hundred and ninety Occupational and 
Physical Therapy (OTPT) students were used as a representative sample of 
individuals selecting helping oriented, allied health careers. The comparison 
group consisted of 21 1 students majoring in marketing and music. The C.A.S.T. 
(Jones, 1981) was used as an aid to identify ACOAs. This study revealed a 
statistically significant increase in the prevalence of ACOAs in students majoring 
in OT and PT than students majoring in general college courses. Wittman (1990) 
suggests that the statistics may reflect a high rate of denial of the existence of 
alcoholism in the family and the actual incidence may be even higher. Wittman 
(1990) implies these results could be generalized to other groups of allied health 
students (Wittman, 1990). 
Pilat and Jones (1984/1985) examined the incidence of parental alcoholism 
in a group of helping professionals in a large Midwestern city. The subjects were 
a group of experienced therapists, a group of social work and family therapy 
students and a group of miscellaneous health professionals. The subjects were 
enrolled in a course designed to teach helping professionals additional skills in 
working with families of aicoholics. All subjects anonymously completed the 
C.A.S.T. (Jones, 1981). Analysis of the C.A.S.T. (Jones, 1981) scores indicated 
25.5% of the students, 28.4% of the experienced therapists and 46.2% of the 
miscellaneous therapists were ACOAs. 
Need for the Study 
Preparing students for their real world roles is a challenge nurse educators 
cannot take lightly. Nurses need to be prepared with the abiftiy to think critically, 
solve problems and be creative. Teaching is more than transmitting a certain 
body of knowledge to students; it is motivating students to be responsible for 
meeting their own learning needs (Busl, 198 1). Learning does not take place in 
isolation nor is it limited to the walls of the classroom. The lack of motivation to 
learn what is expected stems from many sources which may include impoverished 
oppressive learning situations, failure, defeat or lack of stimulation. Students 
usually endeavor to behave in ways that are consistent with their self image. 
Students who feel caught in a web of failure perceive that they are not going to be 
able to succeed or complete a task successhlly. This dilemma presents a bam'er 
for both the teacher and the students (Wong, Wong, & Mensah, 1982). 
College student ACOAs may appear self-reliant and well adjusted and may 
not be seen in need of concern or empathy from faculty or counselors. They may, 
however, have difficulties centered around anxiety, social discomfort, depression 
or somatic complaints. The ACOA student may not make any connection 
between the complaints and problems in their family. If faculty members are 
uninformed about ACOA problems, or engulfed in the problems of being raised 
in an alcoholic home themselves, students may not receive the help needed. It IS  
crucial that significant people in the student's environment at college have an 
understanding of the student's needs and act in a supportive manner, helping the 
student to acknowledge the impact of alcoholism and to stregthen adaptive 
responses to the demands of college life (Jack, 1990). 
Nurses are essential members of the health care team and are directly 
responsible to the consumer. The rising incidence of chemical dependency 
among nurses is not only a concern for the individual nurse, but ahso for the 
profession. Most important, it is of serious concern to the individual for whom 
the nurse is responsible (Certe-Guinan & Wait, 1991). Haack (1990) writes that 
there is an increased incidence of anxiety disorders in alcoholic families which 
may lead to addictive behavior in other family members. If the public interest is 
to be served, it is necessary for the profession to recognize and deal with issues 
that affect the health of nurses (Caroselli-Karinja & Zboray, 1986). 
A significant incidence of students who grew up engulfed in the disease of 
alcoholism has enormous implications for nursing instructors who are uninformed 
about the unique characteristics of ACOAs (Heatherington, 1988). Also, 
instructors may be vulnerable and susceptible to the ravaging effects of parental 
alcoholism themselves (Wittman, 1990). 
Since ACOA issues can be treated quite effectively, i t  is essential for 
instructors and counselors to understand the emotional consequences of being 
raised in an alcoholic family so that intervention and prevention strategies can be 
implemented (Black et al., 1986; Crawford & Phyfer, 1988; Haack, 1990; 
Landers & Hollingdale, 1988). Early identification and treatment of ACOAs can 
relieve distress and prevent possible future disability (Claydon, 1987). 
Nursing faculty who are familiar with ACOA issues and dynamics can be 
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aware of students with histories of parental alcoholism and help ACOAs to 
recognize how being raised in an alcoholic family may affect the ACOAs 
professional and personal choices, decisions and behaviors, Faculty can 
encourage students to take advantage of services for ACOAs (Wittman, 1990), 
and implement basic assessment skills for problem drinking (Knoblauch & 
Bowers, 1989). 
If being raised in an alcoholic family causes emotional and scholastic 
problems, administration and faculty must mobifize resources to counteract these 
devasting effects. A study that identifies that there is a significant number of 
instructors and students in nursing programs needs to be done as a first step in 
identifying individuals with the hidden pains of being raised in an alcoholic 
family. 
CHAPTER THREE 
Methodology 
This was a basic descriptive study. The sample was the faculty and students 
of a diploma school of nursing in the Midwest. 
Subiects and Sampl in~ Method 
A convenience sample of all the faculty and students enrolled in a 
Midwestern diploma program during the fall semester of I991 was used. The 
subjects were all the students who attended the first day of school and chose to 
participate in the study and all the faculty members who attended the first faculty 
meeting and chose to participate in the study. The school had an enrollment of 
221 students and 36 faculty members; the sample included 201 students and 17 
members of the faculty. This was a response rate of 90.95% for the students and 
47.22% for the faculty and an overall response rate of 2 18 or 84.82%. The 
studentshges ranged from 17 to 45. The faculty's ages ranged from 28 to 55. 
The majority of the students and faculty were white, middle class females. 
Description of the Instrument 
The instrument used was the "Children of Alcoholics Screening Test 
(C.A.S.T.)", which was developed by Jones in 198 1 (Appendix A). The 
C.A.S.T. is a 30-item self-report inventory that can be used as an aid in 
identifying children or adult children of alcoholics (COA or ACOA). The 
C.A.S.T (Jones, 1981) deals with preadult and adult feelings, attitudes, behaviors 
and experiences relating to COAs or ACOAs parents' use of alcohol. The 
C.A.S.T (Jones, 1981) is a series of 30 questions that were answered by the 
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subject as "yes" or "no" during an administration time of approximately 5 
minutes. The "yes" answers were totalled to yield a C.A.S.T. score; a score of 
0- I indicates no reported experience of alcohol misuse; a score of 2-5 represents 
children of problem drinkers; and a score of 6 or more indicates adult children of 
alcoho!ics (ACOAs). Jones (1981) derived the items fiom his clinical work and 
from published case studies on ACOAs. All items were judged to be face valid 
by a number of alcoholism counselors and ACOAs. A Speaman-Brown split- 
half reliability coefficient equal to 0.98 was computed with a random sample of 
8 1 adults in a Midwest urban area (Pilat & Jones, 1984/1985). 
Description of the Data Gathering Procedures 
Permission to conduct this study was obtained fiom the Human Subjects 
Research Review Committee at Drake University. The researcher obtained access 
to the Midwestern diploma program chosen for this study through comunication 
with, and permission from, the human subjects committee at the medical center 
( ~ ~ p e n d i x  B). Permission to use the C.A.S.T. (Jones, 1981) was granted with the 
purchase of the tool (Appendix C). The tools were administered by the director 
and assistant director of the program at a time and manner mutually acceptable to 
both the researcher and institution. 
A questionnaire to obtain additional demographic and self-report data was 
also administered (Appendix D). This tool was used in order to investigate 
additional variables and their association with the scores on the C.A.S.T. (Jones, 
198 1). These variables consisted of the participants's marital status, drinking 
patterns, and level of concern over personal drinking behavior. 
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The C.A.S.T. (Jones, 1981) (Appendix A) and self-report instrument 
(Appendix D) were administered to the students during the first class session of 
the fall semester. The tools were administered to the entire faculty during the fall 
reconvening faculty meeting. Cover letters accompanied the instruments 
(Appendices E and E). The cover letters contained words of thanks for 
participating in the survey, introductory comments about the nature of the study, 
instructions on how to complete the C.A.S.T. (Jones, 19811, an explanation of 
how anonymity would be maintained and information that the school would not 
be identified in any writings about the study. The subjects were assured that 
refusal to participate would not affect their jobs, grades or standing in the school 
in any way. Subjects were instructed that consent was given by completing and 
returning the questionnaires. The participants were also informed that the results 
of the study would be shared with the director of the program and with the 
participants at their request. The director and assistant director of the school read 
the cover letter as the faculty and students also read it. After the respondents and 
director or assistant director read the cover letter, the participants were given an 
opportunity to ask questions. No names or identification numbers linking names 
to the questionnaires were used. The faculty surveys were marked with an "F" 
and placed in an envelope marked "faculty" in order to separate the facuity data 
from the data of the students. The participants completed the instruments and. 
upon completion of the questionnaires, placed them in the envelopes provided. 
The director and associate director placed the envelopes in an identified box in 
the associate director's office. In addition, the participants were given a list of 
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current ACOA support groups (Appendix G). The tools were picked up by the 
researcher at the completion of the data-collecting process. 
Ethical Considerations 
Permission to conduct this study was obtained from the Human Subjects 
Research Review Committee at Drake University and the Human Subjects 
Committee at the medical center (Appendix B). Permission to use the C.A.S.T. 
(Jones, 1981) was granted upon purchasing the tool (Appendix C). The faculty 
and students were informed they were participating in a study that was designed 
to determine family drinking patterns, and that all the information would be 
anonymous. Also, the participants were informed they would not experience any 
harm and no repercussions woufd be experienced if they chose not to participate. 
A list of meeting times and places of ACOA support groups (Appendix G) was 
given to the participants in case participating in the study created an awareness of 
any problems caused by family patterns of drinking. 
CHAPTER FOUR 
Analysis 
It is important, both personally and professionally, that individuals who are 
affected by an alcoholic environment be identified. 
The participants who were present and chose to participate in the surveys 
included 201 students (90.95%) and 17 (47.22%) faculty members, for a total 
response rate of 218 (84.82%). All of the faculty and 188 of the students were 
female; 13 students were male. Participants who did not include all the 
demographic or seff-report data were included in the study if the C.A.S.T. (Jones, 
1 98  1) was completed. The participant's age and marital status is represented in 
Figures 1 to 4.  
Figure I .  Age: Overali Sample 
Figure 2. Age: Student Sample 
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Figure 3. Age: Faccclty Sample 
Figure 4. Marital Status 
Identification of C.A.S.T. Scores 
The data were identified according to the score on the C.A.S.T. (Jones, 
198 1). Jones ( 198 1) suggests categorizing the scores according to 0-1, 2-5, and 6 
or more. A score of 0- 1 indicates no reported experience of parental alcohol 
misuse; a score of 2-5 represents children of problem drinkers; a score of 6 or 
greater indicates adult children of alcoholics (ACOAs). This data is represented 
by Figures 5 to 7 .  
Figure 5. Distribution of C. A.S. T. Scores: 
Overa N Sample 
7-- I 
I I I 
Figure 6. Distribution of C.A.S. T. Scores: 
Student Sample 
Figure 7, Distribution of C.A.S. T. Scores: 
Faculty Sample 
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Question number 22 of the C.A.S.T. (Jones, 1981) asks "Did you ever 
think your father was an alcoholic?" Question number 25 asks "Did you ever 
think your mother was an alcoholic?" Figures 8 to 10 illustrate the percentages 
of respondents who responded in the affirmative to one or both of these questions. 
Figure 8. 
Parent Identified as Alcoholic: 
Overall Sample 
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The participants indicated their gender on the C.A.S.T. (Jones, 198 1). 
Using the demographic sheet, the participants were classified according to 
drinking patterns (Figure 11). Figures 12 to 14 illustrate drinking patterns 
according to gender. 
Figure 1 I. 
Drinking Patterns 
Figure 12. 
Drinking Patterns Related to 
Gett&c 
Overall Sample 
Figure 13. 
Drinking Parierns Related to 
Gender: 
Studen t Sample 
Figure 14. 
Drinking Patterns Related to 
Gender: 
Faculty Sample 
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In addition, the participants' drinking patterns were identified according to 
marital status and identification of an alcoholic parent (as identified in response to 
questions number 22 or 25 on the C.A.S.T.) (Jones, 1981). These data are 
represented in Figures 15 to 23. 
Figure 15. 
Drinking Patzerns Related to 
Marital Status: 
Overall Sample 
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Figure 16. 
Drinking Patterns Related to 
~MPrital Status: 
Student Sample 
Figure 1 7. 
Drinking Patterns Related to 
Marital Stat us: 
Facully Sample 
Figure 18. 
Drinking Patterns Related to 
Alcoholic Father: 
Overall Sample 
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Figure 19. 
Drinking Patterns Related to 
Alcoholic Fathec 
Student Sample 
Figure 20. 
Drinking Patterns Related to 
Alcoholic Father: 
Facufiy Sample 
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Figure 21. 
Drinking Patterns Related ta 
,4 lcoh olic Mother: 
Overafl Sample 
Figure 22. 
Drinking Patterns Related to 
Alcoholic Mother: 
Student Sample 
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Figure 23. 
Drinking Patterns Related to 
Alcoholic Mother: 
Faculty Sample 
The participants were asked if they were ever concerned about their 
personal drinking behavior and their responses are represented in Figure 24. The 
participants' concern over their personal drinking was also related to their marital 
status and identification of an alcoholic parent (Figures 25 to 33). 
Figure 24. 
Drinking Concern 
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Figure 25. 
Drinking Concern Related to 
Marital Stahs: 
Overall Sample 
Figure 26. 
Drinking Concern Related to 
 marital Status: 
Student Sample 
Figure 2 7. 
Drinking Concern Related to 
Marital Status: 
Faculty Sample 
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Figare 29. 
Drinking Concern Related to 
Alcoholic Father: 
Student Sample 
Figwe SO. 
Drinking Concern Related to 
Alcoholic Father: 
Faculty Sample 
Figure 31. 
Drinking Concern Reluied io 
AIco holic Moiker: 
OveraN Sumpk 
Figure 32. Figure 33. 
Drinking Concern Related to Drinking Concern Related to 
Alcoholic Mother: Alcoholic Mother: 
Student Sanrple Faculty Sample 
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Finally, the participants' drinking patterns and concern over their personal 
drinking were compared. This data is represented in Figures 34 to 36. 
Figure 34. 
Drinking Patterns Related to 
Drinking Concern: 
Overall Sample 
60 
Figure 35. Figure 36. 
Drinking Patterns Related to Drinking Patterns Related to 
Drinking Concern: Drinking Concern: 
Studen t Sample Faculty Sample 
I 1 
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Analysis of C.A.S.T. (Jones. 198 1 ) Scores 
For the purpose of this analysis, the participants' ages were classified 
according to above the mean or below the mean. A t test was used to determine if 
there was a difference between the participantsmean score on the C.A.S.T. 
(Jones, 1981) as a function of their age, personal drinking patterns, concerns over 
personal drinking patterns or the participant's stabs (faculty member or studcnt'i. 
These variables did not have a significant effect on the individual's total C A.S.T. 
(lanes, 198 1 j score. 
Ein additional t test was used to determine if there was a difference in the 
participants' total C.A.S.T. (Jones, 198 1) score and the identification of an 
alcoholic parent. Participants who ~dentified t h e ~ r  father as alcoholic were 
compared with those who denied concern far an alcoholic father in the overail 
sample and in both the faculty and student samples. The s m e  procedure was 
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carried out in the overall and student samples in regard to an alcoholic mother. 
There were only two faculty members who identified their mother as alcoholic 
and this number was not appropriate for a t test. The total C.A.S.T. (Jones, 198 1) 
score was significantly greater when a parent was identified as alcoholic. The 
results of these t tests are represented in Table 1. 
Table 1 
Mean Score as Identified by Alcoholic Parent 
Mean Score 
Faculty 
Sample 
18.50*** 
Identified Overall 
Parent Samale 
Father 13.62* 
Mother 18.36* 
Student 
For the purpose of further analysis, the participants who were divorced 
were grouped with the participants who were single; participants who never drank 
were again grouped with the participants who drank less than once a month; and 
those who drank daily were grouped with those who drank weekly. A chi-square 
analysis was used to determine whether these variables were dependent upon the 
participants' age, gender, status (student or faculty), identif7cation of an alcoholic 
parent or the participants' concern over personal drinking patterns. All data werz 
analyzed as a combined group, and again as either student or faculty. 
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Drinking Patterns Faculty and student patterns were not dependent on age, 
gender, marital status, concern about personal drinking behavior or the 
identification of either parent as an alcoholic. 
Concern Over Personal Drinking Patterns Drinking concern was not 
dependent on status (student or faculty), age, gender, or drinking patterns. There 
was, however, significantly more concern about personal drinking patterns among 
the married participants than among the unmarried participants @=.a4 with 1 
degree of freedarn) in the combined sample; no significance when examining 
faculty or students individuaily. 
An additional chi-square analysis revealed a significantiy greater concern 
about personal drinking patterns when a father was identified as alcoholic in the 
overall and faculty groups @=.03) but not in the student group. 
CHAPTER FIVE 
Discussion and Conclusion 
The purpose of this study was to identify the incidence of instructors and 
students in one nursing program who are adult children of alcoholics (ACOAs). 
~ d d i t i o n a l  variables and their association with the scores on the C.A.S.T. (Jones, 
1981) were also investigated. These variables included the participant's age, 
marital status, drinking patterns and whether or not the individual had a concern 
over their personal drinking patterns. 
A convenience sample of all the faculty and students employed or enrolled 
in a Midwestern diploma program during the fall semester of 1991 was used. AIl 
faculty attending the first faculty meetlng of the fall semester, and all students 
attending classes the first day of the fall semester were asked to participate. 
Participation was voluntary and permission to participate was given by returning 
the completed surveys. 
The participants who were present and chose to participate in the surveys 
included 17 faculty members and 201 students. This was a 47.22% response rate 
for the faculty and a 90.95 % response rate for the students with an overall 
response rate of 84.82%. Participants who did not include all the demographic or 
self-report data were included in the study if the C.A.S.T. (Jones, 1981) was 
completed. 
C.A.S.T. (Jones, 19811 Scores. 
I t  has been indicated in the literature that there is a disproportionately high 
percentage of ACOAs in nursing and other helping professions. Studies on 
ACOAs, h a ~ ~ e v e r ,  a e limited ,md minimal study has focused on ACQhs in 
nursing (Fisher, I957/1988). There were not my studies available re la id  to 
nursing educators and administr3tisn. ,4ny survey on afcuhulic p;i~tcms is limit& 
by the strong use of denial common in families of alcohoSics. This stpldy 
indicated that 23% of the students and 29.41 ?$ of the faculty ).in one &$idwestem 
diploma school of nursing had C.A.S.T. (Jones, 198 1 )  scores of 6 or geater 
which suggests 'being an adult chiid of an alcoholic fACIOA. Sixteen (89Gj 
students and one f'aculty participant had a C.A.S.T. (Jones, 1981) score of 2-5, 
which indicates having a parent ivith probtern dinking. Fiilfty-one f23?&.;;) of the 
overall participants Had C.A.S.T. (Jones, 1981) scores of 6 or greater, and f : 
( 8%) had scores af 2-5. 
The results of this study compare with the studies of other researchers. 
Haack and Harford (1988) indicated a total of 29% of nursing students were 
ACOAs. Pilat and Jones (1984/1985) found that 25.5% of a group of students in 
the helping professions, 28.4% of experienced helping professionals and 46 2% 
of miscellaneous therapists were ACOAs. Studies with other college students 
show incidence of ACOAs of 14.294 (Claydon), 15.57% (Knoblauch & Bowers, 
1987) and 18% (Berkowitz & Perkins). 
A 23% rate for students and 29% rate for faculty who classify as ACOAs 
should be a concern for faculty and nursing administrators. Growing up in an 
alcoholic home affects an individual's personality and may affect the individual's 
well being as well as his or her performance. Personality characteristics are 
essential to the nurse's role as assessor, teacher, planner, counselor and caregiver 
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Some ACOAs may have developed strengths while growing up in a home where 
alcohol was abused; others may be resolving the problems of their background; 
others may have difficulty interacting with others. Being an ACOA may 
influence an educator's teaching style or influence his or her roles as advisor or 
counselor. 
An increased awareness of the incidence of ACOAs may increase 
sensitivity to the behaviors of these individuals. Nurses who are ACOAs have a 
responsibility to change behavior that may be harmful to themselves ot others. 
Nurse educators must be aware of conditions that affect students' learning. 
Educators cannot overlook the unique characteristics that may be present in 
students who are ACOA. 
Further anaIysis of C.A.S.T. (Jones, 1981) scores in relation to personal 
variables revealed the C.A.S.T. (Jones, 198 1) scores were not related to age, sex, 
personal drinking patterns, personal concern over drinking patterns or status as 
student or faculty member. The total C.A.S.T. (Jones, 198 I) score was 
significantly greater when a parent was identified as an alcoholic. It is reasonable 
that if a parent is suspected of being an alcoholic more of the behaviors included 
on the C.A.S.T. would be present. 
drink in^ Patterns 
Previous studies (Black et al., 1986; Claydon, 1987) have indicated a higher 
percentage of alcoholics among ACOAs than nondrinking families. Haack and 
Harford ( 1988) indicate a higher level of alcohol use among daughters of 
alcoholic fathers than daughters of alcoholic mothers. This study did not identlfy 
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any significant difference in drinking patterns among participants who were 
classified as ACOA, those who identified a parent as alcoholic or among the other 
variables. It is possible that denial used by families of aIcoholics biased the 
reporting. It may, however, indicate that early exposure to alcoholic behavior in 
parents produces an awareness to drinking in moderation. 
Drinkinp Concern 
A significant increase in concern over personal drinking may relate to 
problem drinking. This study indicated significantly greater concern about 
personal drinking patterns among the overall participants and throughout the 
faculty sample when a father was ident~fied as alcoholic. It may be that the 
participant had been exposed to behaviors that increased sensitivity to alcoholism. 
I t  is also possible that the results were a statistical error; these results could 
happen by chance alone 3 times in 100. In light of Haack and Harford's (1988) 
study on increased alcoholism among daughters of alcoholic fathers, courses on 
the process of addiction and the possibiIity the illness may be inherited would be 
beneficial. Because there was not any significantly greater concern among 
students, it may also be related to a greater awareness developed through maturity 
or additional education. 
There was also significantly greater concern about personal drinking 
patterns among the manied participants in the overall sample, but not in the 
student or faculty samples. A concern among married students is a dilemma 
because there was no significant increase between drinking patterns and marital 
status, age or concern, or between drinking concern and age, gender or status as a 
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smde~t or faculty mernber. It may be that these results, tau, were due tu a 
setistical error and happened by chance alone @=.Ozt), The social fik of sin@e 
adults is oRen accompanied by akt use of afcuhol md peahaps kequent &-inking is 
expected behavior, Conceivably, marriage brings an increase& z~zgturiay md 
awareness of a dif'ferent lifestyle, .An increase in concern m10ng the n~xried 
participants cuarld also inkorfuce the poss~bility of influence by a spouse. Lack of 
concern does not indicate lack of problem drinking, ibawever, and insaiwtians of 
health care have a responsibiit y b educate regarding problems assmiateif \cricl1 
aicohoI abuse. 
Imptications for Nursing Practice 
This study contributed to the body of knowledge on the incidence of 
ACOAs in one diploma school of nursing. The findings af this study pr~vide 
information that needs to be considered by nursing students, educaors, and 
administrators in the service sett~ng. The findings of this study indicate that 23'10 
of the students and 29% of the faculty in one Midwestem diploma schooi of 
nursing are ACOAs. An awareness of the strong use of denial by farnllies of 
alcoholics may suggest that the incidence is even greater. These figures compare 
with other studies among helping it is likely that the results could be 
generalized to other schools of nursing. Nurses need to know m d  understand 
how their behavior may influence others. Nursing could benefit from identifytng 
and helping students and faculty who are ACOAs. 
AGOAs generally appear self-reliant, perfectionistic and socially poised. 
They are not generally recognized or helped because many health and social 
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service professionals are not aware of the effects of parental alcohol abuse on the 
family. Education about alcoholism and its effects on the families is a key factor 
in identifying and helping this vulnerable group of individuals, 
While ACOAs must always live with their background and vulnerability, 
recovery is possible and will also ensure continued personal growth (Gravitz & 
Bowden, 1984). Accepting the situation that may have hindered development can 
be the first step in identifying a problem. Intervention can then free the energy 
and attention previously required to maintain denial for a satisfying and enjoyable 
life. 
Some ACOAs may not have mastered the critical tasks of development. 
Trust may be hampered when parenting is inconsistent and inadequate due to the 
problems of alcoholism (Beltsis & Brown, 198 1). Trust is necessary for the 
growth of autonomy (Erikson, 1968). Autonomy and social integration are job 
concepts that are important for job contentment. When nurses have both, they are 
more satisfied, have more motivation and are more committed to work. Even 
when an individual has only autonomy or social integration, satisfaction, 
motivation and commitment are possible. When both autonomy and social 
integration are absent or low, individuals have less job satisfaction (McCloskey, 
1990). It is worth considering that some dissatisfaction among students, faculty 
and nurses may be due to a developmental delay, lack of social skills or chronic 
dissatisfaction common to ACOAs. XCOAs' inability to communicate and 
express feelings, difficulty in relationships, work related problems (Black et al., 
1985) and an inability to seek comfort and help from others may also contribute 
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to job dissatisfaction (Scavnicky-Mylant, 1990). In addition, ACOAs who played 
the role of "family hero" may develop "super-nurse" characteristics which may 
lead to job burnout (Selbach, 1990). 
A poor professional image is another concern for nursing. ACOAs have 
been described as having low self-worth and shame (Berkowitz & Perkins, 1988; 
Clair & Genest, 1987; Talashek, 1987). It would be interesting to know whether 
these behaviors attribute to the profession's low self-esteem. It is worth 
considering whether there is a relationship among inability to trust and alienation 
from others, participation in professional organizations, professional job 
satisfaction and professional image. 
Nurses need to be prepared with the ability to think critically, solve 
problems and be creative. Teachers are responsible for motivating students to 
meet their own learning needs (Busl, 1981). An oppressive, impoverished 
environment of an alcoholic home may decrease an ACOA's motivation to learn. 
When it is established that there is a significant incidence of ACOAs in a school 
of nursing, faculty and staff need to be given information that can increase 
sensitivity in the environment to problems typical of individuals from alcoholic 
families. An atmosphere of acceptance of the problems ACOAs may demonstrate 
could lead to referral for counseling for the individual who might otherwise drop 
out of school (Crawford & Phyfer, 1988). 
It is interesting that there were not any studies available related to nursing 
educators and administration and how being an ACOA may affect teaching and 
advising. This study did indicate that 29% of the faculty at one school of nurslng 
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are ACOAs. Before students can be helped, faculty who are ACOAs need to 
b o w  and understand how their background may affect their teaching style. 
Some suggestions for intervention programs for college and nursing 
students have been described. These interventions may generally be applied to 
faculty and administration. The first step is identification. Schools of nursing 
could implement screening procedures that would allow for early referral and 
treatment, thus promoting healthier psychosocial development. Many times 
individuals raised in a family where alcohol was abused may demonstrate acting 
out behavior, and are seen by housing personnel or campus security (Downing & 
Walker, 1987). Other ACOAs may have repeated illnesses and be seen by health 
services or have repeated absences. These individuals could be screened for 
parental alcohol abuse, with a focus on the effects on the individual rather than on 
the identification of the parent's problem (Biek, 198 1). 
ACOAs who learned to enable may have unexpressed anger md may have 
difficulty functioning. Also, in stressful situations ACOAs may have an 
occssional angry outburst, or even a brief episode of rage (Cumings ,  19881. 
Well-informed faculty and adrninistrarion can be sensitive to these issues. 
ACOAs may have difficulty being assertive and need tn be taught 
communication and assertiveness skills. Difficulty talking in a g o u p  setting may 
be a sign of low self-esteem, and developing tmst with others can be 3 help. 
Instructors and administrators can support the pou-th of integrity by reinforcing 
the individual's sense of achievement, giving support and listening to his or her 
feelings (Wailhead, 1986). Finally, an instructor or administrat~r can be a rofc 
7 1 
model of healthy behavior (Tesson, 1990). 
Another method of intervention is the use of support groups. A support 
group is an accepted method of intervention because it is a safe place to learn to 
trust and express feelings. ACOAs may attend a group and relinquish their roles, 
rely on others and develop an understanding of what has happened while growing 
up (Black, 1979). Relating to others in a group setting reduces the individual's 
feelings of isolation. The realization that one is not alone is a great relief and 
releases psychic energy that had been used to deny problems and maintain control 
of emotions (Gravitz & Bowden, 1984). Providing a list of the time and location 
of available support groups is needed. Nursing leaders may consider the 
implementation of support groups specific for individuals in the nursing 
profession. 
Early intervention might also decrease the individual's risk of abusing 
alcohol. Black et al. (1986). Claydon (1987), Haack and Warford (1988) and 
Knoblauch and Bowers (1989) indicated a significant increase in alcoholism 
among ACOAs. The incidence of addiction in nursing cannot be taken lightly. 
Individuals and families in need of nursing services entrust their lives to and 
expect to be cared for by nurses. This trust requires nurses who are alert, patient, 
and in the best of mental and physical health. It is a grave disservice to the public 
if the people who are depended on, are themselves under the influence of alcohol. 
Reducing the risk of alcoholism may also lower the incidence of fetal alcohol 
syndrome and alcohol-damaged infants. In addition, identification of parental 
alcohol abuse may lead to beginning treatment for the entire family (Biek, 198 1 ) .  
7 2 
Ideally, intervention programs should begin in the early elementary yexs. 
When this has not happened, education should begin as soon as possible. One 
important aspect of education can be knowledge of alcohol in the nursing 
curriculum. In addition to content on alcoholism as a disease, the dynamics and 
treatment of alcoholism and the family patterns of addiction need to be taught. 
Faculty development programs could be provided to instructors and staff. 
Nursing educators could provide educational programs to nursing service. 
Nurses are often in key positions to educate others and when 
knowledgeable about the problems alcohol abuse can cause can identify children 
in need and be able to help them. Finally, nurses can contribute information to 
organizations that work to help ACOAs (Arneson, Schultz & Tn'plett, 1987). 
As recovery progresses, life becomes more rewarding and pleasureable for 
the ACOA. As ACOAs recover they develop a greater self-awareness, hust and 
respect for themselves and improved interpersonal relationships. These new 
behaviors lead to a more confident individual (Gravitz & Bowden, 1984). These 
changes will not only benefit the individual, but the profession of nursing and 
society as well. 
Limitations of the Study 
Several limitations may have influenced the results of this study. The 
region, age and size of the sample studied may have been a limitation. The 
subjects for this study were all enrolled or employed in a Midwest diploma school 
of nursing and their responses may not be representative of other regions. They 
may not represent the ethnic, socioeconomic or age groups of students and faculty 
7 3 
at other schools. Also, this was a private school with a religious orientation that 
may, or may not, affect the data received. 
The testing situation was another limitation. The environment in which the 
participants completed the questionnaires was not consistent among all the 
participants. The verbal and written instructions were carefully reviewed with the 
staff selected to administer the questionnaires, but they may have incorporated 
individual styles. This may have influenced the participants' responses. The 
responses recorded by the participants may have demonstrated a desire to respond 
in a way acceptable to the investigators. The questionnaires were administered 
the first week of school which assured a greater participation. Additional anxiety 
related to a new school year may have influenced the testing situation. 
The self-report tool may have been a limitation. The tool asked whether the 
respondent was concerned about his or her personal drinking patterns. A more 
thorough assesment tool, such as the Michigan AlcohoIic Screening Tool 
(MAST), would more accurately determine whether there is an increase in 
alcoholism among the participants. 
The small faculty sample was a limitation. More accurate analysis would 
be obtained using a larger sample. 
Recommendations for Further Study 
This study added to the body of literature on the incidence of ACOAs in 
nursing. It also contributed information regarding drinking behaviors of students 
and faculty at one Midwestern school of nursing. Further research needs to be 
done with students and faculty in different types of nursing programs, the service 
74 
setting and the incidence among members of professional organizations, 
Utilizing several nursing schools would assure a larger sample size, especially 
among the faculty, and reduce the risk of errors in analysis. 
~ l s o ,  additional studies would be appropriate to determine whether there is 
a relationship between ACOAs and the incidence of substance abuse in nursing. 
A greater quantity of ACOAs would be found in an alcohol support group. A 
more thorough assessment tool, such as the Michigan Alcoholic Screening Test 
(MAST), would more accurately determine whether there is an increase in 
alcoholism among ACOAs. Ef there is a correlation, courses can be offered on 
legal issues of addictive behavior, as well as the addictive process, identification 
of the affected nurse, and intervention, treatment and recovery methods (Selbach, 
1 990). 
Research on job satisfaction in nursing among ACOAs would be helpful. It 
would also be interesting to compare job satisfaction after recovery has begun. 
Examining the effects of various intervention strategies commonly utilized by 
ACOAs would be appropriate. 
Future studies on how a nurse's personal involvement with alcoholism 
influences the nurse's ability to work with alcoholics or families of alcoholics 
could generate data that may, or may not, support the effectiveness of nurses who 
are ACOAs working in this field. 
Most of the literature on ACOAs focused on the individual's misfortunes, 
but there are ACOAs who are d o ~ n g  very well. Evaluation of the sources of the~r  
strengths is also an important issue to study (El-Gueblay & Offord, 1977). These 
7 5 
individuals may be effective in helping other ACOAs identify and recover from 
the traumas from their childhood. 
It is important that this forgotten area is studied. However, it can be 
potentially harmful to identify individuals as high-risk individuals. The goal 
must be to identify individuals as ACOA in an effort to break denial and 
contribute to the individual's development. The investigator realized this study 
was not expected to contribute any specific data about problems or interventions 
for ACOAs in nursing; it was expected to contribute to the body of knowledge 
about the incidence of ACOAs in one diploma school of nursing and offer insight 
into the needs of these individuals. The study did establish an awareness to 
continue to identify and assist these individuals. 
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APPENDIX A 
Please check the answers below that best describe your feelings, behavior, and experiences 
related to a parent's alcohol use. Take your time and be as accurate as possible. 
Answer all 30 questions by checking either "Yes" or "No". 
Sex: Male Female Age: 
Yes No Questions 
Have you ever thought that one of your parents had a dr~nking problem? 
Have You ever lost sleep because of a parent's drinking7 
Dfd you ever encourage one of your parents to qult drtnk~ng? 
Did you ever feel alone, scared, nervous, angry or frustrated because a parent was not able 
to stop dr1nk1ng7 
Old you ever argue Or frght wrth a parent when he or she was drinkrng? 
Did you ever threaten to run away from home because of a parent's dr~nking? 
Has a parent ever yelled at or hlt you or other family members when drlnklng? 
Have you ever heard your parents frght when one of them was drunk7 
Did you ever protect another fam~ly member from a parent who was drlnklng? 
Did you ever feel i ~ k e  hld~ng or emptylng a parents bottle of liquor7 
Do many of your thoughts revolve around a problem dr~nklng parent or difflcult~es that arlse 
because of h ~ s  or her drlnklng7 
Dld you ever wish your parent would stop drlnklng? 
Did you ever feel responsible for and gullty about a parent's drlnklng7 
Old you ever fear that your patents would get dlvorced due to alcohol mrsuse7 
Have you ever avofded outside activrties and fr~ends because of embarrassment and shame 
over a parent's drlnklng problem' 
Did you ever feel caught in the mtddle of an argument or f~ght between a problem drinking 
parent and your other parent7 
Did you ever feel that you made a parent drlnk alcohol7 
Have you ever felt that a problem drlnkrng parent did not really love you7 
Qrd you ever resent a parents dr~nktng' 
Have you ever worr~ed about a parent s health because of hrs or her alcohol use7 
Have you ever been blamed for a parents drtnk~ng? 
Old you ever thtnk your father was an alcohol1c7 
D I ~  you ever wlsh your home could be more llke the homes of your friends who d ~ d  not bave 
a parent wlth a drinking problem? 
Did a parent ever make promrses to you !hat he or she dld not keep because of drlnklvg7 
Did you ever th~nk your mother was an alcohollc7 
Did you ever wlsh you could ralk to someone who could understand and help the alcohol :e ated 
problems In your family? 
Old you ever fight wlth your brothers and s~sters about a parent's drtnk1ng7 
Old you ever stay away from home lo avord the dr~nktng parent or your other parent s :e3c!1C'I 
to the dr1nklng7 
Have you ever felt slck, cried, or bad a 'knot' rn your stomach after worrylng about 
a parent's drrnk1ng7 
Did you ever take over any chores and dut~es at home that were usually done by a parent 
before he or she developed a drlnkrng problem7 
- TOTAL NUMBER OF "Yes" ANSWERS 
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APPENDIX D 
Please circle the correct answers. 
Maritat Status 
Married 
Single 
Divorced 
Present Drinking Patterns 
Never Drink 
Drink Socialiy -- less than once a month 
Drink Socially -- at least once a week 
Drink Daily 
Have You Ever Wondered If You Have a Drinking Problem? 
Yes 
No 
I an a gadwze srwima in the d q m e a t  of Nursing Df&t fi'nit.e.,~aq i~ i ~ w z -  $ 
am P~T~TIE~).  compge%ing the requirements far my deb- by soaducdng &is s~.&_r-, kFow pm;.=:ps~za, is 
geatll; zpprecia~ed. The study you are being asked $0 pwtizdprc in, By c~m~I::tixg 
* .  
~tncsriimnoi~ts~ is desiped fa gather infomslilan about FmSy paEems of &ink1sg2 the anc;&fi:c i .Q 
adsit CR~MRIP of 33~0hc71ics among nursing Faculty ;nwb studenas in &is school of asksag. 
- ? D ~ S  stad? Q D G S ~ ~ S  of tbvo parts, The first section %-r-i81 consist sf 'pue&ns t~ &i9:rni&e 
demegzpkic &xa. The second sectiara is a Children of ,'Plceh~iics Scmning Tes (C.-%.S.T. 1 ,!,:p,s, 
198 L ), The C.z%.S.T, ijoncs, f V8 1 1 consists af 3Q qaesrio~s that can he ms\verd 3 luye~' ' ~r 3 
*'nrs". Please check the answer that best describes your feelings, behavior md expeT"sence3 relxted ~i;' z 
parenx's alcohot eist. T&c y o r  time and he as accurate as possible, i h s ~ ~  911 3Q qwsrions b~ 
checking s i~hrr  "'yes" ar "no''. 
Whm yorr hs~e camptsted the suncy, please piact it in the cantiliner prak-ided, There i s  32 $3 ry 
. . 
that anyone %-ill be ~bii:  to tell who camplet& each test, Your d~zislcsn whether Dr ntPn ro ;t5nid;pz~ 
3 - 
w~Li not prejudice your present sr h a r e  assoriatian with the ~ch~wt.  R e h A  t~ pmicipsk rta::l zrct 
affect your grades in any way. Returning the completed questionnaires is your permission to 
participate. 
If you have any questions about this study, please feel free to contact either myself (work, 247- 
3180; home, 287-8297) or my advisor at Drake University, Dr. Linda Brady (work, 271-2830; home 
274-308 1). 
All aspects of the study have been designed to assure complete confidentiality. This school was 
chosen to participate through a convenience sample. There is no way to identify a completed 
questionnaire. The name of the school will not be identified in any wdings about this study. Any 
information that is gained from this survey will be shared with the director of the school and the 
participants at their request at the completion of the study. 
Thank you for participating in this study. If you have any questions, please ask. For your benetit, 
I am enclosing a list of ACOA support groups in the greater Des Moines area. 
Sincerely, 
Phyllis Swanson, R.N., BSN 
APPENDIX F 
Dear Participant, 
I am a graduate student in the department of Nursing at Drake University in Des Moines, Iowa. 1 
am currently completing the requirements for my degree by conducting this study. Your participation is 
greatly appreciated. The study you are being asked to participate in, by completing these 
questionnaires, is designed to gather information about family patterns of drinking, and the incidence of 
adult children of alcoholics among nursing faculty and nursing students. This study will all the faculty 
and students in this school of nursing. 
This study consists of two parts. The first section will consist of questions to determine 
demographic data. The second section is a Children of Alcoholics Screening Tes (C.A.S.T.) (Jones, 
1981). The C.A.S.T. (Jones, 1981) consists of 30 questions than can bve answered with a "yes" or d 
"no". Please check the answere that best describes your feelings, behavior and experiences related to a 
parent's alcohol use. Take your time and be as accurated as possible. Answer all 30 questions by 
checking either "yes" or "no''. 
When you have completed the survey, please place it in the container provided before you leave. 
There is no way that anyone will be able to tell who completed each test. Your decision whether or not 
to participate will not prejudice your present or fiture association with the school. Returning the 
completed questionnaires is your permission to participate. 
If you have any questions about this study, please feel free to contact either myself (work, 217- 
3 180; home, 287-8297) or my advisor at Drake University, Dr. Linda Brady (work, 27 1-2830; home 
274-308 1 ). 
All aspects of the study have been designed to assure complete confidentiality. This school was 
chosen to participate through a convenience sample. There is no way to identify a completed 
questionnaire. The name of the school will not be identified in any writings about this study. Any 
information that is gained from this survey will be shared with the director of the school and the 
participants at their request at the completion of the study. 
Thank you for participating in this study. I f  you have any questions, please ask. For your benefit, 
I am enclosing a list of ACOA support groups in the greater Des Moines area. 
Sincerely, 
Phyllis Swanson, R.N., BSN 
APPENDIX G 
ACOA Support Groups 
Sunday 
Monday 
Tuesday 
Thursday 
Friday 
Saturday 
6 0 0  pm 
7:30 pm 
12:00 pm 
7:30 pm 
7:30 pm 
Wednesday 12:00 pm 
12100 pin 
7:30 pm 
5:30 pm 
8:00 pm 
7:00 pm 
7:30 pm 
11:oo am 
Iowa Lutheran Hospital 
Univeristy at Penn 
Dallas County Outreach 
2423 Willis, Perry 
Des Moines Area Comrnwty College 
Adceny Campus* 
Call 964-6200 for room number. 
Des Moines General Hospital 
603 East 12th, 5th floor, Room 576 
Rrnggold County Hospital 
21 1 Shellway Drive, Mt. Ayr 
Faith Lutheran Church 
10359 University, Clive 
Lndianola Chapel of Faith 
Highway 65\69 
First Congregational church 
50 1 Montgomery, Creston 
Saint Paul's Episcopal Church 
9th and High 
Saint John's Lutheran Church 
6th and Keo 
Des Moines Campus Ministries 
28th and University 
Cennal Presbq.tertan Church 
For alternate lifestyles, but all are welcome. 
First United Methodist Church 
206 S W. Walnut, Anlteny 
Beglnnets, Mercy Hospital 
Cail for location. 
Salem Lutheran Church 
Sycamore & Townline. Creston 
Des Molnes Resbytenan Church 
3829 Grand, Rm. 203 ,  Enter through North door. 
Baby slner provrded. Ths  1s a newcomers 
meeting * 
* Non-srnolung 
For M h e r  informat~on, call ACOA Councll, 262-7449, or w t e  Adult Chlldren of Alcoholics, P 0 Box 192. Drs Sfolnes, 
LA 50306- 192 1 
